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Abstract
Background: The material practices which researchers use in research partnerships 
may enable or constrain the nature of engagement with stakeholder groups. 
Participatory learning and action (PLA) research approaches show promise, but there 
has been no detailed analysis of stakeholders’ and researchers’ experiences of PLA 
techniques for data generation and co- analysis.
Objectives: To explore stakeholders’ and researchers’ experiences of PLA techniques 
for data generation and co- analysis.
Design: The EU RESTORE implementation science project employed a participatory 
approach to investigate and support the implementation of guidelines and training ini-
tiatives (GTIs) to enhance communication in cross- cultural primary care consultations. 
We developed a purposeful sample of 78 stakeholders (migrants, general practice 
staff, community interpreters, service providers, service planners) from primary care 
settings in Austria, England, Greece, Ireland and The Netherlands. We used speed 
evaluations and participatory evaluations to explore their experiences of two PLA 
techniques—Commentary Charts and Direct Ranking—which were intended to gener-
ate data for co- analysis by stakeholders about the GTIs under analysis. We evaluated 
16 RESTORE researchers’ experiences using interviews. We conducted thematic and 
content analysis of all evaluation data.
Results: PLA Commentary Charts and Direct Ranking techniques, with their visual, 
verbal and tangible nature and inherent analytical capabilities, were found to be pow-
erful tools for involving stakeholders in a collaborative analysis of GTIs. Stakeholders 
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1  | INTRODUCTION
Involving patients and communities in health research partnerships is 
consistent with international policies and is recommended for ethical 
and instrumental reasons.1,2 It is increasingly a requirement for re-
search funding in many countries. There is a long- standing awareness 
that meaningful involvement is a genuine challenge.3,4 Recent reviews 
show persisting concerns that current practice is tokenistic.5
Our working definition of “meaningful engagement” is an experi-
ence of partnership in research that is collegial, inclusive and active 
for participants. Meaningful engagement reduces asymmetries of 
power, encourages participants’ ownership of the project and enables 
participants’ authentic perspectives to emerge clearly in research 
outcomes.6-8
“Material practices,” such as the types of methods and techniques 
that researchers use to involve stakeholders, can enable or constrain 
participation in research.9 Therefore, while there are valid concerns 
about a “flight to empiricism” and an overemphasis on “how to” manu-
als,4,10 it is important to determine what methods and techniques are 
used to frame the interactional and relational nature of partnerships. 
This will allow identification of material practices which minimize to-
kenism and enhance opportunities for meaningful engagement.
Research to identify the best methods to achieve meaningful en-
gagement is currently lacking.11 Boote et al.12 reported that group 
meetings were the most common method used to engage the public. 
Workshops, meetings and focus groups were identified as common 
methods of engagement in three other reviews.13-15 Domecq et al.11 
found that the most common methods in use were focus groups, in-
terviews and surveys.
Tierney et al.’s5 review of service user involvement in academic pri-
mary care also found that interviews and focus groups were commonly 
employed. It reported examples of studies which had used methods 
from the field of participatory health research and found that the use 
of participatory methods was more congruent with stated aspirations 
for meaningful engagement than “standard” research methods were.
Participatory health research is an overarching term that refers 
to “bottom- up” research approaches specifically designed for stake-
holder involvement in research partnerships. These include, among 
others, participatory research (PR),16-18 participatory action research 
(PAR),19,20 community- based participatory research,21,22 participa-
tory rural appraisal (PRA)8,23,24 and participatory learning and action 
(PLA).25,26 All share a democratic ethos, are strongly committed to 
meaningful engagement by stakeholders and promote research part-
nerships that strengthen relations between academy and community. 
Participatory approaches emphasize the need for stakeholders’ active 
engagement across the full range of research activities, including data 
generation and data analysis.
Participatory approaches face challenges, such as the need to see 
community participation as a long- term process of implementation and 
support for improved health outcomes27 and the fact that many pro-
fessional health researchers may be unprepared for the reversals of 
power and hierarchical relationships that a participatory approach may 
require.28 Notwithstanding these challenges, there is consistent evi-
dence that participatory approaches provide added value in terms of 
shaping the purpose and scope of research, improving research imple-
mentation and enhancing both the interpretation and the application 
of the research outcomes.29 Furthermore, participatory approaches 
offer a range of interesting and interactive material practices and 
techniques. PLA is noteworthy in this regard. This is a form of action 
research rooted in the interpretive and emancipatory paradigms.25,26 
Based on the work of Robert Chambers, PLA is a methodology which 
offers a practical approach to research where asymmetries of power 
may exist.7,8,23-25,30,31 It involves a combination of a PLA mode of en-
gagement and PLA techniques. A PLA mode of engagement aims to create 
a trusting relational environment, a “safe space” where stakeholders 
are encouraged to respect a diversity of views and experiences, and 
to learn from each other’s perspectives.30,31 All stakeholders are con-
sidered to possess expert knowledge about their own lives and con-
ditions which they bring to the “stakeholder table” for a PLA brokered 
dialogue, where, using various PLA techniques, implicit knowledge be-
comes explicit and much that otherwise might remain hidden emerges.
PLA techniques evolved originally from PRA and are based on a 
shared stock of ideas and experiences from participatory trainers and 
stakeholders around the globe. They continue to be adapted to spe-
cific contexts as required.31 The techniques are recognizable as PLA 
techniques because they are explicitly designed to be active, inclusive, 
user- friendly and democratic. They are visual and tangible, meaning 
that they are used to generate physical maps, charts and diagrams (de-
scribed further under Methods). Generation and co- analysis of data 
go hand in hand and are best understood as a structured, integrated 
process. Stakeholders’ priorities and perspectives are meant to guide 
the generation and co- analysis of data about the issue being explored, 
with researchers acting as catalysts rather than directors or top- down 
decision- makers.
had few negative experiences and numerous multifaceted positive experiences of 
meaningful engagement, which resonated with researchers’ accounts.
Conclusion: PLA techniques and approaches are valuable as material practices in health 
research partnerships.
K E Y W O R D S
health research partnerships, migrant health, participatory research, public and patient 
involvement
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There are some recent positive examples of PLA applied to primary 
care health research. These studies describe meaningful involvement 
of migrants and other stakeholders in the development of a guide-
line to improve communication in cross- cultural consultations;32,33 
involvement of people with aphasia, speech and language therapy 
educators and students in the evaluation of community services for 
people with aphasia;34,35 and involvement of a variety of marginal-
ized groups (sex workers, homeless people, Irish Travellers, migrants 
and drug users) in the identification of priorities for primary care team 
activities.36 However, there has been no detailed analysis of stake-
holders’ or researchers’ experiences of PLA techniques for data gen-
eration and co- analysis used within a PLA- brokered dialogue. Such 
an analysis would provide important empirical data about the ways 
in which PLA techniques are experienced as material practices3,9 and 
how they shape interactional and relational aspects of health research 
partnerships.
In this paper, we describe the use of two PLA techniques 
(Commentary Charts and Direct Ranking) used for data generation and 
co- analysis, and the perceived utility of these by various stakeholders 
and researchers involved in a recent European primary health- care im-
plementation project.
2  | METHODS
2.1 | Study setting: the RESTORE project
RESTORE (Research into Implementation Strategies to Support 
Patients of Different Origins and Language Background in a 
Variety of European Primary Care Settings) was an EU- funded 
primary health- care research project that ran from 2011 to 2015. 
The objective of RESTORE was to investigate and support the im-
plementation of guidelines and training initiatives (GTIs) intended 
to enhance communication in cross- cultural primary care consulta-
tions. This qualitative, comparative case study37 involved diverse 
stakeholders across five primary care settings: Austria, England, 
Greece, Ireland and The Netherlands (see File S1 for a description 
of the five settings). A sixth research team in Scotland focused on 
policy- related implications of the study. The choice of these six 
countries matched the academic teams who developed the pro-
posal and intentionally included countries with diverse primary 
health- care systems. Ethical approval was granted by respective 
national committees.
A detailed description of the study protocol is available else-
where.38 For the purpose of this study, we emphasize that RESTORE 
comprised three stages of fieldwork.
1. Stage 1. Stakeholders were informed about RESTORE and invited 
to participate. Researchers mapped GTIs that were available in 
each RESTORE project country.39
2. Stage 2. Stakeholders examined a set of these GTIs that showed 
potential for implementation in their country and selected one that 
they deemed most suitable or relevant for their local primary care 
setting.40
3. Stage 3. Stakeholders successfully adapted their selected GTI at a 
local level and worked on its implementation, with evidence of 
some impact on daily practice.41
RESTORE was the overall setting in which we explored and evalu-
ated stakeholders’ and researchers’ experiences of two PLA techniques. 
These techniques were employed during Stage 2 and were intended to 
enable stakeholders (migrants, general practice staff, community inter-
preters, service providers, service planners and others) to work collab-
oratively and with RESTORE researchers to select a GTI for their local 
primary care setting.
First, we describe sampling and recruitment for RESTORE—this 
is the sample for the evaluation reported in this paper. We then de-
scribe the two specific PLA techniques employed in RESTORE and the 
methods used to evaluate stakeholders’ and researchers’ experiences 
of these techniques. Finally, we present our analysis of the evaluation 
data.
2.2 | Sampling and recruitment
In Stage 2, we used a combination of purposeful and network sam-
pling to identify and recruit 78 stakeholder representatives across five 
research sites. A geographically defined area (district) was selected 
in each partner country. Selection was pragmatic, based on research-
ers’ knowledge of groups working in the district and proximity to the 
research teams, to facilitate data collection. Eligible organizations/ 
agencies were those involved in primary health- care planning and 
delivery (eg health- care centres, regional health authorities) as well as 
those addressing migrant health issues (eg non- governmental organi-
zations focused on migrants). The aim was to identify individuals who 
were decision- makers (eg health authority service planners and poli-
cymakers), service providers (eg general practitioners (GPs), primary 
care staff, community interpreters) or service users (ie migrants using 
local primary care services).
In line with standard ethical procedures, stakeholders in all coun-
tries were provided with information leaflets and signed consent 
forms prior to participating in fieldwork sessions.
2.3 | PLA data generation and co- analysis 
in RESTORE
Two members of the RESTORE consortium in the Irish team (prac-
titioner/trainers with over 25 years’ international experience in PLA 
research and training in diverse cultural and social settings)26,32,33,42-44 
led the design of PLA in RESTORE. They provided training and stand-
ardized fieldwork protocols which enabled researchers to facilitate 
PLA in a consistent and rigorous manner across research sites.
The PLA process for RESTORE was based on a PLA mode of en-
gagement and PLA techniques in a PLA- brokered dialogue between 
stakeholders. One of the striking features of PLA in general is the 
highly visual nature of the techniques used. Stakeholders work to-
gether to generate maps, charts and diagrams which function as 
powerful reference points (data displays) as they engage in verbal 
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interaction, discussing, questioning, and learning from each other’s 
perspectives, adding new data to maps and charts.8,32,44-47 The in-
herent analytical capabilities of PLA techniques aim to enable stake-
holders to assess, correlate, categorize and/or prioritize data they 
are co- generating. PLA techniques, therefore, have the capacity to 
facilitate meaningful engagement that automatically incorporates 
co- generation and co- analysis of data “by” and “with” stakeholders. 
In a very practical way, then, stakeholders using PLA techniques 
engage in a structured, integrated, visual- verbal-tangible process of 
co- generating and co- analysing data which produces visual-tangible 
results.6,25,32,43 This activity can appeal to a wide range of stakeholder 
groups, including those where literacy and/or numeracy challenges 
may feature, as a key aim is to ensure that stakeholders/stakeholder 
groups do not become disenfranchised during the research process. 
Data co- generation and co- analysis may occur during a single PLA 
session, or iteratively and in successive waves of fieldwork and/or 
data- generation encounters during PLA research, bringing stakehold-
ers’ unique knowledge and insights to bear on emerging findings. 
This ensures that stakeholders’ perspectives influence the conduct 
and trajectory of research and research outcomes—a key hallmark of 
meaningful engagement.3,25
The two PLA techniques we used in RESTORE in Stage 2 were 
Commentary Charts and Direct Ranking. A Commentary Chart is an 
interactive knowledge- exchange, knowledge- enhancement technique 
which allows stakeholders to exchange differential knowledge, exper-
tise and perspectives. Box 1 provides information on generic steps 
for facilitating Commentary Charts, based on the expertise of the 
RESTORE project PLA trainers.
In RESTORE, PLA Commentary Charts were used to facilitate 
dialogue among stakeholders about the GTIs mapped in Stage 
1. Full- text copies, summaries and/or PowerPoint presentations 
of the identified GTIs were made available to stakeholders. The 
Commentary Charts comprised three analytical categories—”positive 
aspects of the GTI,” “negative aspects of the GTI” and “questions 
to be checked out.” Stakeholders recorded their key deliberations, 
perspectives and insights about each GTI on the Commentary Chart 
Box 1 Step-­by­step­guidance­for­the­use­of­PLA­Commentary­Charts­and­Direct­Ranking­Techniques
Commentary Chart
• Stakeholders record key data on Post-It notes about the issue of interest. This provides a visual representation of their co-generated data.
• The Post-Its are assigned to the relevant category on the chart. These categories may be determined before or during the sessions. This 
is the start of the co-analysis process.
• Researchers and stakeholders consider and discuss the emerging and completed Commentary Chart. This process automatically incorpo-
rates co-generation and co-analysis of data “by” and “with” stakeholders.
• Researchers and stakeholders continue the co-analysis with a visual-verbal-tangible process of “interviewing” the chart. The emphasis is 
on looking at the Commentary Chart and encouraging stakeholders to share their unique knowledge and insights, to exchange differential 
knowledge by asking: Does the Commentary Chart make sense? Are stakeholders comfortable with their data display? Is there anything striking/
odd about the data display? Are diverse views sufficiently and accurately represented? Does anything need to be added as we reflect on the Chart? 
Are stakeholders willing and content to “sign off” on the Chart? Can it now be presented to another stakeholder group (as needs be) for discussion 
and development?
Direct Ranking
• Physical objects and/or images are selected to represent the issues/entities being ranked. This provides a visual focus for the co-analysis 
process.
• Stakeholders place the selected images randomly on a large flipchart sheet, to give each image equal visual “weight” and importance.
• Stakeholders engage in co-analysis and clarify what the ranking criterion will be.
• Stakeholders discuss each object/image in relation to the agreed ranking criterion, listening, learning, questioning, reflecting and assessing, 
thus continuing the integrated processes of data generation and analysis.
• When discussion is complete, each stakeholder is provided with an equal number of “votes” (eg paper clips, coins, matches).
• Stakeholders distribute their votes across the images.
• Stakeholders count the number of votes assigned to each image.
• Results are double-checked, recorded in numerical form on “Post-It” notes and attached to the relevant images.
• Stakeholders draw a line down the centre of the flipchart sheet and place the images on the line: highest scoring image at the top, lowest 
at the bottom, others in between in positions dictated by number of votes accrued.
• Researchers and stakeholders continue the co-analysis with a visual-verbal-tangible process of “interviewing” the results of the Direct 
Ranking process. The emphasis is on looking at the Direct Ranking chart and encouraging stakeholders to share their unique knowledge 
and insights, to exchange differential knowledge by asking: does it make sense? Do stakeholders feel comfortable with the outcome? Is there 
anything striking/odd about the result? Having been decided by democratic vote, is the result definitely acceptable? Are stakeholders willing and 
content to “sign up” to the result?
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(see Figure 1). For example, in Ireland, stakeholders met in one large 
group for each of five PLA sessions. They had identified a “local set” 
of five GTIs and co- generated five separate Commentary Charts. 
Where several stakeholder groups met separately (eg Austria) or 
were geographically dispersed (eg The Netherlands), charts were 
computerized and circulated around stakeholder groups by email, 
iteratively accruing additional data. On occasion, researchers took 
physical charts from one stakeholder group to the next, and data 
were added incrementally. As Commentary Charts “travelled” around 
stakeholder groups, the knowledge- exchange and knowledge- 
enhancing process continued.
The intended practical outcome expected of Commentary Charts 
in RESTORE was that they would present a visual, tangible data display 
of stakeholders’ knowledge, expertise and perceptions about the sets 
of GTIs. Stakeholders could then review the data display and continue 
their co- analysis activity as they began to use Direct Ranking to select 
a single GTI for implementation at local level.
Direct Ranking is an interactive technique for identifying priori-
ties or preferences in a democratic manner. It yields a visual result in 
chart form. Box 1 provides a summary of the generic steps for this 
technique. In RESTORE, the specific application of Direct Ranking was 
to produce a clear, documented democratic result—a single GTI for 
implementation that stakeholders are willing to “sign up to” for Stage 
3. The images selected to represent each GTI were photographs of the 
front covers of GTIs. The agreed ranking criterion was “Prioritize the 
GTIs in terms of the most- to- least suitable for implementation in our 
general practice setting and context.” Stakeholders had equal voting 
power as they had 20 paper clips each (see Figure 2). The intended 
practical outcome expected of Direct Ranking Charts in RESTORE was 
that they would present a visual, tangible data display of stakeholders’ 
decision about which GTI was considered most suitable for implemen-
tation in their setting.
Across research sites, the majority of PLA sessions involving 
Commentary Charts and Direct Ranking were each 2- 3 hours in du-
ration. The completed paper- based charts were computerized to pre-
serve them and to make them readily available for further analysis.
2.4 | Evaluation of the use of PLA techniques 
in RESTORE
Stakeholders at all sites participated in qualitative “speed” evalua-
tions (SEs) to document their experiences of involvement in their PLA 
sessions. A “speed evaluation” is a brief verbal (digitally recorded) 
or written evaluation, which provides an opportunity for stakehold-
ers to describe experiences in their own words and suggest areas for 
improvement. It allows researchers to “take the temperature” of the 
group, to build on positives, and, where possible, to plan suggested im-
provements for forthcoming PLA sessions. Speed evaluations usually 
occur at the close of a PLA process or session. Participants respond to 
an open- ended question in a rapid, interactive and spontaneous way.
F IGURE ­1 Commentary Chart—Ireland
F IGURE ­2 Direct Ranking result—Ireland
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For example, on completion of Commentary Charts, the ques-
tion was as follows: “During this session, we worked together in 
a participatory way: listening, learning, creating our Commentary 
Charts. In a word or phrase, please comment on your experience 
of this.”
Stakeholders at the Irish site also completed a participatory eval-
uation (PE) because the facilitators there had extensive experience of 
this technique. This form of more in- depth collaborative evaluation is 
judgement- based and may be formative or summative. Stakeholders 
responded to questions focused on Direct Ranking and their experi-
ences of engagement in the PLA process. An “open category” question 
also invited stakeholders to comment on any aspect of their experi-
ence, especially if there were any improvements and/or changes that 
could be made.
Speed and participatory evaluations were either noted or audio- 
taped and transcribed at each site, and collated as reports by the re-
searchers. We had ethical approval to include data from all of these 
reports in the analysis for this paper, apart from the data from the 
English site.
All academic researchers involved in PLA fieldwork participated in 
in- depth reflection interviews (R Int), conducted by the PLA trainers, 
at the close of Stage 2 fieldwork (n=16). Interviews were conducted 
face- to- face or by Skype; interview length ranged from 50 min-
utes to 1 hour 45 minutes, depending mainly on the number of re-
searchers involved (eg Austria=1 interviewee, The Netherlands=4). 
The interview schedule was circulated to all teams in advance. They 
were asked to reflect on the use of Commentary Charts and Direct 
Ranking with reference to their experiences of the techniques and 
their observations of stakeholders’ experiences of them (see File S2 
for this topic guide). Interviews were audio- taped and professionally 
transcribed.
All evaluation data were collated and analysed following the prin-
ciples of thematic analysis in qualitative research.48,49 The PLA re-
searchers at the Irish site, who have more than 25 years’ experience of 
qualitative interviewing, generated a “start list” of codes50,51 derived 
from participatory research literature describing meaningful engage-
ment (eg active inclusion, collaboration/collegiality, power- sharing) 
and its opposite (eg exclusion/passivity, researcher- controlled, power-
lessness).6-8 This, augmented by repeated readings of researchers’ and 
stakeholders’ data, generated a final set of 33 codes. Each code was 
understood to incorporate its mirror or binary opposite. Data were col-
lated under these codes to identify emerging themes.
The researchers also conducted a basic content analysis to estab-
lish the relative weighting of “positive” to “negative” evaluation com-
ments in the final set of themes.52,53 In keeping with our comparative 
case study design, the analysis of all evaluation data explored shared 
and differential findings across the five contexts.
Using different enquiry techniques (speed and participatory eval-
uations, focus group discussions and team “reflection” interviews) to 
explore researchers’ and stakeholders’ perspectives about their expe-
riences of the same events (PLA sessions), we achieved a measure of 
triangulation, or cross- validation. As per Lincoln and Guba,49 prolonged 
involvement of researchers in fieldwork for “trust-building” and “know-
ing the culture,” coupled with persistent observation of stakeholders’ 
reactions to PLA methods and peer debriefing by research teams when 
producing regular field reports, contributed to study depth. This, in 
TABLE ­1 Stakeholders’ socio- demographic characteristics
Gender Austria England Greece Ireland Netherlands
Male 6 2 6 3 8
Female 9 7 10 8 19
Age group
18- 30 3 2 3 0 2
31- 55 9 7 11 11 20
56 plus 3 0 2 0 5
Country of origin
Chile - - - 1 - 
Congo - - - 1 - 
Ireland - - - 3 - 
Nigeria - - - 1 - 
Poland - - - 1 - 
Portugal - - - 1 - 
Russia - - - 1 - 
Netherlands - - 1 1 22
Morocco - - - - 1
Indonesia - - - - 3
Philippines 2 - - - 1
Greece - - 13 - - 
Syria - 1 1 - - 
Albania - - 1 - - 
UK - 6 - - - 
Pakistan - 1 - - - 
Austria 7 - - - - 
Croatia 2 - - - - 
Turkey 2 - - - - 
Ghana 1 - - - - 
Benin 1 - - - - 
Undefined - 1 - - - 
Stakeholder group
Migrant 
community
8 7 2 8 8
Primary care 
doctors
5 1 4 1 8
Primary care 
nurses
1 0 5 0 2
Primary care 
admin/
management 
staff
1 0 1 1 6
Interpreting 
community
0 1 0 5 0
Health service 
planning and/
or policy 
personnel
5 1 5 1 4
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conjunction with the triangulation or cross- validation mentioned 
above, contributed to and enhanced the trustworthiness, credibility 
and dependability of the study.49,53
3  | RESULTS
3.1 | Study sample
There was appropriate representation of stakeholders at each site by 
gender, age group, country of origin and type of stakeholder group 
(see Table 1), thus validating the purposefulness of the sample.
We monitored attendance at each session and over time. There 
was good, sustained involvement of stakeholders across settings for 
the duration of Stage 2, which involved six PLA sessions. Specifically, 
there were only minor variations in the sample, for example if a stake-
holder could not attend due to work or personal commitments. Only 
two stakeholders dropped out (both from the English setting) during 
the fieldwork period (September 2012 to May 2013).
There was strong representation of the academic research team, 
as 16 of 18 individuals participated in PLA fieldwork and its evaluation 
(see Table 2).
3.2 | Emergent themes
We identified five interrelated themes of stakeholders’ experiences 
that elucidate their positive perspective on the PLA techniques (see 
Table 3). Findings were relevant across countries and participant 
groups unless otherwise specified.
Stakeholders described their overall involvement in the PLA pro-
cess of co- generation and co- analysis in ways that speak powerfully 
of (1) meaningful engagement in a “safe space”: active inclusion, collegi-
ality, collaboration. They reported that group dynamics were positive. 
The working environment was considered safe, allowing stakeholders 
to readily and safely express diverse views in a relaxed and enjoyable 
manner. This was also noted and commented on by researchers.
Stakeholders described how there was (2a) enhanced learning 
throughout the process of using Commentary Charts and Direct 
Ranking. The Commentary Charts facilitated exposure to each other’s 
perspectives about the GTIs and contributed to positive experiences of 
enhanced learning. Researchers considered that this placed stakehold-
ers in a more informed position from which to prioritize GTIs during 
Direct Ranking. For example, in Ireland, details about time demands 
in general practice surgeries were described by the general practice 
stakeholders. This enhanced other stakeholders’ understanding of the 
clinical setting and impacted on their assessment and ranking of the 
GTIs that they were examining (see File S3 for a detailed example from 
the Irish setting).
It was clear that (2b) enhanced learning led to important new under-
standings and, on occasion, resulted in shifts away from long- held po-
sitions and towards new possibilities. This suggests that the sharing 
of diverse perspectives during co- analysis enabled stakeholders to 
broaden their horizons. Researchers’ comments reflected stakehold-
ers’ sense of the “flow” between the two techniques. Researchers 
noted the interactive energy of stakeholders’ involvement in a PLA 
process that generated a “win- win” outcome.
Furthermore, the visual nature of Direct Ranking allowed stake-
holders to engage in a nuanced decision- making process which was 
demonstrably democratic. This indicated (3) democracy-in-action. 
Stakeholders enjoyed positioning GTIs and Post- It notes (stickies) and 
distributing their 20 “paper clip” votes on the chart. Asymmetrical 
power relations were balanced in part by the fact that 20 votes per 
stakeholder meant equal voting power and equal opportunity to in-
fluence the outcome. Finally, by arranging the GTI images according 
to the vote count, the democratic outcome was immediately accessi-
ble to all and the chart showed the important result stakeholders had 
achieved.
Gender Austria England Greece Ireland Netherlands Scotland
Male 1 1 1 1 1 0
Female 1 1 3 2 3
Age group
18- 30 1 1 3 0 2
31- 55 1 0 1 3 2 1
56 plus 0 1 0 0
Country of origin
America 1
Austria 2
Denmark 1
England 1
Greece 3
Ireland 3
Scotland 1
The Netherlands 4
TABLE ­2 Description of RESTORE 
researchers trained in PLA
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TABLE ­3 Positive experiences of involvement
Analytical themes Supporting quotes from stakeholders (SH) and researchers (R)
1.  Meaningful 
engagement in “safe 
space”
Great feeling of safety within the group. I felt comfortable to express my views and suggestions. IRL Migrant and Community 
interpreter PE
It is not necessarily always the case to work with different professionals in this relaxed way. AUS academic SE
Interaction gives the participant an opportunity to express his/her views. NL Nurse SE
Service users at the other end of the [power] spectrum, if you like, who maybe are used to having little power in that type of 
situation, felt very protected and safe. I think it’s a testimony to the process as well as everything else. IRL Researcher #1 R Int
2a.  Enhanced learning Brilliant process. Couldn’t have predicted the variety of viewpoints and perspectives. IRL GP SE
The participatory approach was very interesting as well as how we exchanged ideas and knowledge … GR academic SE
The most interesting [thing] for me was that we also had the opportunity to talk to each other about our own experiences. I did not 
know that so many people do have the same—or at least familiar—experiences, like me. AUS Migrant SE
It is definitely useful, fascinating and, to my idea, effective to analyse trainings [GTIs] together. NL Practice Nurse SE
2b.  Enhanced learning 
generated new 
understandings
I suddenly recognised that those essential contents do not only affect migrants, or people with a migratory background, but also 
[other] patients. AUS GP SE
Evaluating trainings with other disciplines is nice and inspiring (leads to out of the box thinking). NL GP SE
Usually, in these sessions, I think of the interpreting point of view and then of the view of the migrant service-user but then I said, 
“No, I also have to [think] from the point of view of someone that helps migrants a lot [referring to another stakeholder”]—it’s three 
hats I have to put on all of the time and then decide for each one which is the more relevant thing! Today was a challenge because I 
was saying to myself I have to use the three hats and do it quick. I was happy with the way I was managing that today. Migrant 
and Community interpreter IRL SE
Our continuing session [Direct Ranking]… flowed together with this methodology used, because we did not forget our previous 
commentary [charts] based on this participatory approach. GR Primary care nurse SE
It [Direct Ranking] was just wonderful, it was the high point of the whole research [process in Stage 2]… it flowed, everybody was 
enjoying it [and] everybody got absolutely involved in the whole business. ENG Researcher #1 R Int
The ranking was interactive. It was an important thing we found as we saw that people during the ranking were already interacting—
”hey, what are we going to do?”—and that was quite a natural process. It was not a process of winning and losing, I found out. That 
was surprising to me. NL Researcher #1 R Int
3.  Democracy-in-action 20 votes rather than one—very interesting! Colour-coded voting [was] excellent. [A] visual as well as numeric result! IRL Health 
service planner PE
The best part for me was the voting process, everything was equal. GR Migrant SE
The process of voting [during Direct Ranking] and the result itself… I think this really helped them to [have] trust in the technique. 
AUS Researcher #1 R Int
This was a qualitative technique which resolved into a quantitative technique, kind of… you can also really give them a number. You 
can say, okay, out of 10 people, eight liked that [GTI] the most… and I really think our stakeholders, and especially I have to say our 
GP, really liked this also the most. AUS Researcher #1 R Int
And it was fantastic I think to see how well the voting process actually worked and you know when the final figures were tallied that 
in fact all of the stakeholders were very, very happy with the outcome. That was striking… a very positive outcome because it 
needn’t have gone that way. IRL Researcher #1 R Int
Yeah, it’s also good for people with less language skills, it’s a good system for them to be part of the process… it’s about working with 
paper clips and it’s visual and I thought especially the ranking process made them [migrant stakeholders] part of the whole group, 
because in the beginning it was difficult for some migrants to express themselves. And then, they were, you know, standing next to 
each other and doing it by themselves and it [the process] was really helpful to get them committed, in my opinion. NL Researcher 
#1 R Int
4.  Power, ownership I feel like we have accomplished so much and this methodology shows it! GR GP SE
It gave me a feeling of importance to participate here. AUS Migrant SE
Yes, it [choosing the GTI] matters! We looked at options, positive/negative, and together we came up with a decision. It is important 
as we go to the next stage [Stage 3 of research] that we “own” the option chosen. IRL Health Service Planner PE
But there was another training [GTI] that was exclusively for GPs that could be very good and strong training [which] was not 
appropriate for other parties, so the GPs, although they would have liked that one themselves, they chose the other one, which they 
could be involved in as well. NL Researcher #2 R Int
Both of our [stakeholder] groups were very enthusiastic… we explained it [voting system] and they felt that they had power, it’s kind 
of like how you taught us… it’s giving them power, the votes, so we saw that. And what else? They were excited. GR Researcher #2
(continues)
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Researchers noted the equalizing power of PLA, “levelling the play-
ing field,” and that stakeholders with a lower level of language skills 
were not disenfranchised—they could “see” the result; the presence 
(density) compared to absence (paucity) of paper clips visually ex-
pressed what a numerical count confirmed.
Stakeholders recognized that their choice represented a fundamen-
tal input into the progress and trajectory of the research. Exercising 
power in this way contributed to a genuine sense of “ownership” of 
the research project: (4) power, ownership. Researchers commented on 
the genuineness/authenticity of stakeholders’ interactions—the will-
ingness of some stakeholders to put others before themselves. This 
was even the case where the vested interests of typically powerful 
stakeholders might be expected to win the day, but where choices in-
clusive of all stakeholders actually won out.
An important outcome was (5) sustained engagement. Direct 
Ranking provided opportunities for stakeholders to experience “pos-
itive power,” and researchers noted that they often linked this to the 
“light” side of PLA: energy, enjoyment, fun and achievement. This 
“lightness” seemed to offset research fatigue and contributed to sus-
tained meaningful engagement of stakeholders in Stage 2 research.
Negative comments were also identified. Speed evaluation data 
from The Netherlands comprised a total of 21 stakeholder comments. 
Of these, there were five negative responses. Speed and participatory 
evaluation data from Ireland, where evaluations were more extensive, 
generated 80 stakeholder comments. There were two negative re-
sponses. No negative comments were recorded in data from Greece 
or Austria. However, our content analysis showed that five of 15 
stakeholders in Austria chose not to offer evaluation comments of any 
nature.
Analysis of the negative comments about the PLA techniques 
shows that the process was considered overly time- consuming by 
some Dutch clinical stakeholders. There was also a reduced sense of 
inclusion for some stakeholders in The Netherlands due to the inter-
stakeholder representation in the PLA sessions.
1. “Slow, too labour-intensive.” Netherlands (NL) Nurse SE
2. “Useful meeting, the presentation can be done faster.” NL General 
Practitioner SE
3. “Learning-full, but I felt a little like an outsider not involved in daily 
practice.” NL Practice Manager SE
4. “Nice! Maybe without migrant participants there might be more space 
for interaction.” NL SH#76 SE
The other negative comments were RESTORE- specific (rather than 
about the PLA processes per se) and came from The Netherlands and 
Ireland, early in Stage 2. They related to the view that the summaries of the 
GTI were too brief and needed to be longer to make better judgements, 
and a degree of uncertainty about what the objective of the process was.
1. “I am not sure of the potential benefits of assessing GTIs.” Ireland 
(IRL) Community Interpreter SE
2. “Not clear on the outcome of the session/what we want to achieve by 
assessing GTIs?” IRL Community Interpreter SE
4  | DISCUSSION
In this paper, we have explored the perceived utility of two PLA 
 techniques—Commentary Charts and Direct Ranking—for data gen-
eration and analysis with a diverse sample comprising migrants, gen-
eral practice staff, community interpreters, service providers, service 
planners and academic researchers.
4.1 | Summary of findings
Our findings show that Commentary Charts and Direct Ranking tech-
niques, with their visual nature and inherent analytical capabilities, 
were experienced by stakeholders from both community and health- 
care settings as powerful tools for collaborative decision making. 
There was consensus among stakeholders and researchers that there 
were few negative experiences, and numerous multifaceted positive 
experiences of meaningful engagement: PLA created a “safe space” 
and a trusting environment in which they learned from each other’s 
perspectives, gained enhanced knowledge via the co- generation of 
Commentary Charts and used these data to inform their co- analysis 
during Direct Ranking. Using these two PLA techniques involved 
stakeholders in an experience of “democracy-in-action” which was 
empowering and energizing, promoting a sense of ownership and sus-
tained engagement in the research project.
4.2 | Contribution to existing literature
There is limited knowledge about suitable methods for involving 
stakeholders in a meaningful (rather than tokenistic) way in health 
Analytical themes Supporting quotes from stakeholders (SH) and researchers (R)
Sustained 
engagement
And also I think they found it fun, the stakeholders around the table—they were also a bit surprised but they considered it fun. NL 
Researcher #2 R Int
The process worked so well… every stakeholder was happy with the chosen GTI. That was amazing… it’s a great testament to the 
process. [There] was a great sense of achievement, personal achievement, team achievement and stakeholder group achievement, 
fantastic. And then… an eagerness to move on to the next stage as well. IRL Researcher #1 R Int
We also think the [PLA] system will work … because people like these methods, they will go further on with this. NL Researcher #1 
R Int
TABLE ­3  (continues)
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research partnerships.3,11 There is evidence that participatory learning 
and action research approaches and methods seem promising.5,32-36 In 
line with this, our findings show that the application of specific PLA 
techniques in RESTORE proved fit for purpose. Taken together, the 
five themes show that academic researchers and stakeholders from 
community and health sector backgrounds reported that it facilitated 
collaborative decision making and meaningful engagement, automati-
cally incorporating co- generation and co- analysis of data by diverse 
stakeholders operating in diverse primary care settings.
Furthermore, we provide new evidence about how PLA techniques 
are capable of delivering this—their combined visual, verbal and tangi-
ble nature and inherently analytical capabilities involved stakeholders in 
structured, integrated co- generation and co- analysis of research data, 
which delivered practical democratic results at all five sites. This empir-
ical evidence about the capacity of PLA to “deliver” meaningful engage-
ment in data generation and co- analysis is a significant addition to a 
literature that calls for methodological innovation in this sphere. These 
findings provide important empirical data about experiences of partici-
pation that are lacking in the literature.3 They support Kothari’s asser-
tion9 that the types of techniques used by researchers can constrain 
or enable stakeholder involvement (eg findings from Theme 1 that the 
use of PLA created a safe and meaningful space for engagement and 
from Theme 5 that it led to sustained engagement for the duration of 
the fieldwork). They are also in line with Brett et al.,1 elucidating that 
involving stakeholders in data analysis ensures a broader interpretation 
of data (eg findings from Theme 2 about enhanced learning).
In keeping with Tierney et al.,5 we actively explored both posi-
tive and negative experiences. In line with Domecq et al.’s review,11 
stakeholders were predominantly positive about their experiences. In 
particular, themes 3 and 4 (Democracy-in-action; Power, ownership) 
reveal the ways in which power imbalances were reduced and that 
experiential learning, rather than reiteration of professional concepts, 
became the common ground upon which democratic decision making 
took place. This is an important function of PLA: to “level the play-
ing field” where asymmetric power relations between stakeholders/ 
stakeholder groups may exist.7
Our results show that this levelling also occurred between stake-
holders and researchers: throughout the Commentary Charts and 
Direct Ranking, it was stakeholders who exercised power and took 
on the key responsibility of selecting a GTI for implementation, 
thereby “setting the agenda” for the final stage of RESTORE fieldwork. 
Researchers, in their capacity as catalysts, facilitated but did not con-
trol this process. This shared ownership and agenda- setting takes us 
firmly beyond tokenism and towards a “shared power” approach, en-
hancing the research partnership.
The rare, negative experiences reported by stakeholders in this 
study warrant attention: the time and pace of research, the need for 
comprehensive information to facilitate equitable participation, and 
the possibility that bringing different types of stakeholders together 
may, on occasion, actually reduce a sense of active inclusion for a 
minority. While concerns about time demands and tokenistic partic-
ipation have been reported previously,11 the empirical findings about 
disadvantages of interactions in mixed stakeholder groups are new. 
Therefore, this analysis of two PLA techniques to support such dia-
logues is an important contribution to the literature.
4.3 | Methodological critique and suggestions for 
future research
We were unable, for site- specific ethical reasons, to include the use 
of stakeholder evaluation comments from the English site in our the-
matic and content analyses. However, we were able to ameliorate this 
by including comments from researchers’ reflection interviews.
We cannot claim representativeness of findings for the qualita-
tive study data presented here. However, we emphasize that in this 
comparative case study, spanning five European countries with very 
different primary care systems, the same PLA techniques were used 
and successfully involved diverse stakeholders in data generation and 
co- analysis.
Regarding the PLA techniques employed, there was variation in our 
use of PLA Commentary Charts: stakeholders reviewed the Commentary 
Charts together at the same time in some settings, while some were 
physically removed from one another and reviewing the Commentary 
Charts after others had done so. This may have created variation across 
the sites and this possibility would be worth exploring in future work.
Regarding evaluation methods employed: speed evaluations are ef-
ficient and the key messages recorded were similar to those in the ad-
ditional participatory evaluation conducted at the Irish site. However, 
the brevity of speed evaluations does not encourage rich, lengthy, in- 
depth stakeholder responses. The additional participatory evaluation 
conducted did provide richer data, while researchers’ reflections also 
added to the quality and depth of evaluation data. Therefore, we sug-
gest using an array of PLA evaluation techniques in future projects to 
explore all stakeholders’ experiences of involvement in greater depth.
RESTORE ended before our thematic analysis of stakeholders’ 
evaluation data took place, and we did not, therefore, benefit from 
their contribution to the development of codes and categories for the-
matic analysis, nor from their potential insights about the relevance 
and veracity of evaluation results. While we are confident that data 
saturation was achieved as the analysis reached a point where the 
codes and themes were comprehensive, we acknowledge the lack of 
member checking. In future projects, it would be apposite to invite 
stakeholders to co- generate evaluation criteria and to co- analyse the 
results of evaluation data, thus closing the circle of “involvement.”
To add to the evidence base, we need further research and evalu-
ation to explore whether and how PLA techniques might work when 
applied in projects with very different research foci and stakeholder 
groups to those in RESTORE. The specifics of involving community 
and health sector partners in analysis of other qualitative methods, 
such as interviews and focus groups, would also be valuable.
5  | CONCLUSION
PLA Commentary Charts and Direct Ranking techniques, with 
their distinctive visual, verbal and tangible nature and inherently 
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co- analytical capabilities, are rated very positively by stakeholders 
and researchers. The positive benefits gained from the PLA process 
in this study (knowledge sharing, knowledge enhancement, levelling 
the playing field, new knowledge impacting on collaborative decision 
making) outweighed the negatives. The significant additional invest-
ment of resources was impactful and was worth the time and effort. 
Therefore, we recommend the use of these two PLA techniques as 
material practices to enable collaborative decision making and mean-
ingful engagement in health research partnerships.
ACKNOWLEDGEMENTS
We thank all stakeholders who were involved in the RESTORE pro-
ject for their time commitment and contribution of knowledge. We 
thank our RESTORE project consortium members for their involve-
ment and support with this research: Ciaran Clissmann, Francine van 
den Driessenmareeuw, Frances Mair, Christine Princz, Erik Teunissen 
and Maria Vlahadi.
CONFLICT OF INTEREST
None to declare.
REFERENCES
 1. Brett J, Staniszewska S, Mockford C, Seers K, Herron-Marx S, Bayliss H. 
The PIRICOM Study: a Systematic Review of the Conceptualization, 
Measurement, Impact and Outcomes of Patients’ and Public Involvement 
in Health and Social Care Research. Coventry: Royal College of Nursing 
Research Institute (RCNRI); 2010.
 2. Jagosh J, Macauley AC, Pluye P, et al. Uncovering the benefits of par-
ticipatory research: implications of a realist review for health research 
and practice. Milbank Q. 2012;90:311-346.
 3. Cornwall A. Making Spaces, Changing Places: situation Participation in 
Development. Working Paper 170. Brighton: Institute of Development 
Studies; 2002.
 4. Beresford P. User involvement in research and evaluation: liberation 
or regulation? Soc Policy Soc. 2002;1:95-105.
 5. Tierney E, McEvoy R, O’Reilly-de Brún M, et al. A critical analysis of 
the implementation of service user involvement in primary care re-
search and health service development using normalization process 
theory. Health Expect. 2016;19:501-515.
 6. Cornwall A, Jewkes R. What is participatory research? Soc Sci Med. 
1995;41:1667-1676.
 7. Gaventa J, Cornwall A. Challenging the boundaries of the possible: 
participation, knowledge, and power. IDS Bull. 2006;37:122-128.
 8. Chambers R. Whose Reality Counts? Putting the First Last. London: 
Intermediate Technology Publications; 1997.
 9. Kothari U. Power, knowledge and social control in participatory devel-
opment. In: Cooke B, Kothari U, eds. Participation: the New Tyranny?. 
London: ZED Books; 2001:139-152.
 10. Gibson A, Britten N, Lynch J. Theoretical directions for an eman-
cipatory concept of patient and public involvement. Health. 
2012;16:531-547.
 11. Domecq JP, Prutsky G, Elraiyah T, et al. Patient engagement in re-
search: a systematic review. BMC Health Serv Res. 2014;14:89.
 12. Boote J, Baird W, Beecroft C. Public involvement at the design stage 
of primary health research: a narrative review of case examples. 
Health Policy. 2010;95:10-23.
 13. Legare F, Boivin A, van der Weijden T, et al. Patient and public involve-
ment in clinical practice guidelines: a knowledge synthesis of existing 
programs. Med Decis Making. 2011;31:E45-E74.
 14. Oliver SR, Rees RW, Clarke-Jones L, et al. A multidimensional con-
ceptual framework for analysing public involvement in health services 
research. Health Expect. 2008;11:72-84.
 15. Stewart RJ, Caird J, Oliver K, Oliver S. Patients’ and clinicians’ research 
priorities. Health Expect. 2011;14:439-448.
 16. Macaulay AC, Commanda LE, Freeman WL, et al. Responsible Research 
with Communities: a Review of Participatory Research in Primary Care. 
Montreal: NAPCRG (North American Primary Care Research Group) 
Policy Statement; 1998.
 17. International Collaboration for Participatory Health Research (ICPHR). 
Position Paper 1: what is Participatory Health Research? Version: May 
2013. Berlin: ICPHR; 2013.
 18. Rifkin S. Participatory research and health. In: Proceedings of the 
International Symposium on Participatory Research in Health Promotion. 
Liverpool: Liverpool School of Hygiene and Tropical Medicine; 1994.
 19. Fals-Borda O, Rahman MA, eds. Action and Knowledge: breaking the 
Monopoly with Participatory Action-Research. London: Intermediate 
Technology Publications; 1991.
 20. Dulin MF, Tapp H, Smith HA, et al. A trans- disciplinary approach to the 
evaluation of social determinants of health in a hispanic population. 
BMC Public Health. 2012;12:769.
 21. Wallerstein N, Duran B. Using community- based participa-
tory research to address health disparities. Health Promot Pract. 
2006;7:312-323.
 22. Hills M, Mullett J, Carroll S. Community- based participatory action re-
search: transforming multi- disciplinary practice in primary health care. 
Rev Panam Salud Publica. 2007;21:125-135.
 23. Chambers R. Participatory rural appraisal (PRA): challenges, potentials 
and paradigms. World Dev. 1994;22:1437-1454.
 24. Chambers R. The origins and practice of participatory rural appraisal. 
World Dev. 1994;22:953-969.
 25. Chambers R. From PRA to PLA and Pluralism: practice and Theory. 
Working Paper 286. Brighton: Institute of Development Studies; 
2007.
 26. O’Reilly-de Brún M, de Brún T. The use of Participatory Learning & 
Action (PLA) research in intercultural health: some examples and 
some questions. Translocations: Migr Soc Change 2010;6.
 27. Leung MW, Yen IH, Minkler M. Community- based participatory re-
search: a promising approach for increasing epidemiology’s relevance 
in the 21st century. Int J Epidemiol. 2004;33:499-506.
 28. Galbraith J, Ricardo I, Stanton B, Black M, Feigelman S, Kaljee L. 
Challenges and rewards of involving community in research: an over-
view of the “focus on kids” HIV risk reduction program. Health Educ Q. 
1996;23:383-394.
 29. Cargo M, Mercer S. The value and challenges of participatory research: 
strengthening its practice. Annu Rev Public Health 2008;29:24.1-24.26.
 30. Chambers R. Transforming power: from zero- sum to win- win? IDS 
Bull. 2006;37:99-110.
 31. Chambers R. Participatory Workshops: a Sourcebook of 21 Sets of Ideas 
and Activities. New York: Routledge; 2002.
 32. O’Reilly-de Brún M, de Brún T, Okwonko E, et al. Using Participatory 
Learning & Action research to access and engage with ‘hard to 
reach’ migrants in primary healthcare research. BMC Health Serv Res. 
2016;16:25.
 33. O’Reilly-de Brún M, MacFarlane A, de Brún T, et al. Involving migrants 
in the development of guidelines for communication in cross- cultural 
general practice consultations: a participatory learning and action re-
search project. BMJ Open. 2015;5:e007092.
 34. McMenamin R, Tierney E, MacFarlane A. Who decides what criteria 
are important to consider in exploring the outcomes of conversa-
tion approaches? A participatory health research study Aphasiology. 
2015;29:914-938.
12  |     O’REILLY- DE BRÚN Et aL.
 35. McMenamin R, Tierney E, MacFarlane A. Addressing the long- term im-
pacts of aphasia: how far does the Conversation Partner Programme 
go? Aphasiology. 2015;29:889-913.
 36. O Donnell P, Tierney E, O’Carroll A, Nurse D, MacFarlane A. Exploring 
levers and barriers to accessing primary care for marginalised groups 
and identifying their priorities for primary care provision: a par-
ticipatory learning and action research study. Int J Equity Health. 
2016;15:197.
 37. Stake RE. The Art of Case Study Research. Thousand Oaks, CA: Sage; 
1995.
 38. MacFarlane A, O’Donnell C, Mair F, et al. Research into implementa-
tion strategies to support patients of different origins and language 
background in a variety of European primary care settings (RESTORE): 
study protocol. Implement Sci. 2012;7:1.
 39. de Brún T, O’Reilly-de Brún M, van Weel-Baumgarten E, et al. 
Guidelines and training initiatives that support communication in 
cross- cultural primary- care settings: appraising their implementabil-
ity using Normalization Process Theory. Fam Pract. 2015;32: 
420-425.
 40. Lionis C, Papadakaki M, Saridaki A, et al. Engaging migrants and other 
stakeholders to improve communication in cross- cultural consulta-
tion in primary care: a theoretically informed participatory study. BMJ 
Open 2016;6. https://bmjopen.bmj.com/content/6/7/e010822.
 41. Teunissen E, Gravenhorst K, Dowrick C, et al. Implementing guide-
lines and training initiatives to improve cross- cultural communication 
in primary care consultations: a qualitative participatory European 
study. Int J Equity Health. 2017;16:32.
 42. O’Reilly-de Brún M, Gilligan AL, Delaney S, Bailey N. Hear Our Voices, 
Meet Our Needs: women & Health. Dublin: National Women’s Council 
of Ireland; 2002.
 43. de Brún T, Du Vivier E. Own Goals and Penalties: a Study of the Needs of 
Socially-Excluded Males in Dublin Inner City. Dublin: MAIN: Men Alone 
in No-man’s Land. http://hdl.handle.net/10147/296789. Accessed 
December 19, 2016.
 44. Kane E, Bruce L, O’Reilly-de Brún M. Designing the future together: 
PRA and education policy in The Gambia. In: Holland J, Blackburn J, 
eds. Whose Voice? Participatory Research and Policy Change. London: 
Intermediate Technology Publications; 1998.
 45. Kumar S. Methods for Community Participation: a Complete Guide for 
Practitioners. New Delhi: Vistaar Publications; 2002.
 46. Kane E, O’Reilly-de Brún M. Doing Your Own Research. London: Marion 
Boyars; 2001.
 47. Mukherjee N. Participatory Learning and Action, with 100 Field Methods. 
New Delhi: Concept Publishing; 2001.
 48. Patton M. Qualitative Research and Evaluation Methods, 3rd edn. 
Thousand Oaks, CA: Sage; 2002.
 49. Lincoln Y, Guba E. Naturalistic Inquiry. Newbury Park, CA: Sage; 1985.
 50. Coffey A, Atkinson P. Making Sense of Qualitative Data. Thousand 
Oaks, CA: Sage; 2006.
 51. Boyatzis R. Transforming Qualitative Information: thematic Analysis and 
Code Development. Thousand Oaks, CA: Sage; 1998.
 52. Krippendorf K. Content Analysis: an Introduction to Its Methodology. 
London: Sage; 1980.
 53. Robson C. Real World Research: a Resource for Social Scientists and 
Practitioner-Researchers. Oxford: Blackwell; 1993.
SUPPORTING INFORMATION
Additional Supporting Information may be found online in the sup-
porting information tab for this article.   
How to cite this article: O’Reilly-de Brún M, de Brún T, 
O’Donnell CA, et al. Material practices for meaningful 
engagement: An analysis of participatory learning and action 
research techniques for data generation and analysis in a 
health research partnership. Health Expect. 2017;00:1–12. 
https://doi.org/10.1111/hex.12598
